a procedure similar to the President's. The large cysts sometimes extend back, like the finger of a glove, and raise the floor of the nasal fossa ahd I prefer to approach them from underneath the lip, to scrape out the mucous membrane lining of the cyst, and then pressing down the whole cyst wall from within the nose one gets a very quick and excellent result. An advantage of that method is the avoidance of prolonged suppuration within the nasal cavity.
Dr. D. R. PATERSON: There are difficulties with some cysts even after dissecting out the sac. We have had to remove a considerable quantity of bone in such cases, and it has been suggested to me that the use of decalcified bone tissue, grafted, would help. Have members had experience of it in these cases ? In two cases, when dealing with a very large cyst which encroached on the antrum, so that there was very littTe antrum left, instead of removing the whole cyst wall I threw the cavity into the nose, just as is done in the radical antrum operation, and both the cases did well. These cases sometimes require considerable attention, and do not always heal up as smoothly as has been said.
The PRESIDENT (in reply): I am not sure that I have found chQlesterin crystals, in retention cysts, but those I have termed retention cysts have no connexion with the teeth. In reference to Dr. Paterson's remark, the cyst does not require to be dissected out, but if well opened it will shrivel up, and need very little further attention. (December 7, 1917.) Pharyngeal Pouch treated by Diverticulo-pexy. By WILLIAM HILL, M.D. MAN, aged 43, complained of suffering from dysphagia, regurgitation of food, and gurgling for six months.-The diagnosis was confirmed by endoscopic and X-ray examiiations. The pouch, which w4s bound to the gullet by fascia, was dissected free, and the fundus of the unopened pouch stitched to the left side of the inferior constrictor muscle. As the result all symptoms have for the time disappeared.
(Epidiascope Demonstration.)
DISCUSSION.
Mr. E. D. D. DAVIS: Was the diverticulum or sac firmly attached by fibrous tissue to the pharynx and was' dissection difficult? Mosher has published a paper in which he records three successful cases in which he; divided the party wall between the sac and the pharynx as far as the fundus. of the sac by 'the. use of the endoscope. After the first case he feared mediastinitis, but it did not occur. If the diverticulum is not adherent to the pharynx Mosher's treatment may result in mediastinitis. Perhaps the relief of the symptoms is due to having divided the lower horizontal band of fibres of the inferior constrictor muscle. These diverticula are really herniae between the oblique and horizontal sets of fibres of the inferior constrictor and consist of mucous membrane only, and this has been shown by the sections of the diverticula cut by Professor Keith and myself. The pathology of these diverticula is similar to that of inguinal hernia, viz., there is increased pressure due in this instance to the act of swallowing and secondly to a weakness in the wall of the pharynx where the pouch protrudes. I think that the increased pressure can be augmented by the sphincter action of the lower fibres of the inferior constrictor, though, if one examines these cases during operation, no stenosis is found below the sac. Mr. Waggett and I recorded a-case five years ago in which the sac was free and there was no difficulty in separating it from the wall of the pharynx and turning it upwards. Mr. Waggett inverted the sac into the pharynx and stitched up the slit-like opening left on the outer aspect. Two cases treated by this method were reported by Girard of Geneva, and I wrote asking him what the final result of these cases was, but I received no reply. In Mr. Waggett's case, the patient sneezed violently eight months after operation and out came the pouch with recurrence of the symptoms, and at the second operation the pouch was found in the same position as before. With regard to excision of the diverticulum, I know of two cases of recurrence in which the sac was excised and the aperture in the pharynx carefully stitched with two layers of sutures; one recurred five years after operation by M'r. Cbarters Symonds, and in Mr. Waggett's case the symptoms commenced to recur two years after operation. I should like to know if members have heard of recurrence after excision of the sac.
Sir STCLAIR THOMSON: I saw in consultation a case upon which Mr. Charters Symonds had operated, and there was a slight recurrence.
Dr. DUNDAS GRANT (in reply to a reminder from a member as to cases of pharyngeal pouch occurring in hospital): One case died, the other recovered, and we have not heard of any recurrence. But there was no close adhesion between the sac and the cesophagus, and in neither case could Mosher's operation have been practised with any likelihood of success. In the first case the sac on the right side was stretched a long way down, and when released from its attachments it shrank up to the size of a finger-stall. To prevent recurrence, I think it important to continue dilating the upper orifice of the cesophagus. I am sure the contraction there has to do with the formation of the sac. I described a case in which all symptoms of pharyngeal pouch were present when there was no. pouch, though there was pouching. The symptoms disappeared after dilatation-of the upper orifice of the oesophagus. It might have been well to obliterate the neck of the pouch, because if left open for drainage, the chance of food getting into it is great. Goldmann's operation was accompanied by a ligature and twisting up of the pharyngeal pouch before bringing it to the surface. Its tail was stitched into the wound ready to be pulled out when loose at the site of the ligature.
Dr. KELSON: Will the result be permanent ? In two cases of complete removal of pouch I have had, there was no recurrence in one for two years, and in the other for three years, after which the patients disappeared. Both were between 60 and 70 years of age. The extraordinary way in which these patients improve in health and put on flesh afterwards fully justifies the operation.
Mr. E. D. D. DAVIS: Halstead informs me that he had one case in which he ligatured the sac near the wall of the pharynx and allowed it to lie in the neck wound, which was packed with gauze, but the patient died of pneumonia a few days later.
The PRESIDENT: Dr. Hill has introduced an important modification in the treatment of pharyngeal pouches. I have had a few cases of the kind, but most of them have been in very old persons in whom surgical interference was inadmissible, while for the others I have hesitated to urge operation owing to the mortality. Has Dr. Hill found the pouch arising, as usual, above the fundiform fibres of the inferior constrictor, or, in the weak triangular space bounded above by these fibres and laterally by the converging bundles of longitudinal fibres of the cesophagus ?
Dr. HILL (in reply): In the two cases which have been operated upon, the pouch was between the horizontal and the oblique fibres of the inferior .constrictor: that is to say, the neck of the sac was surrounded by the inferior constrictor, and I assumed it was the position, because both Killian and Keith worked it out at that site. Zenker was the first to demonstrate that they perforated the constrictor muscle, though he pointed out that Rokitansky had found post mortem, in one case, that it did come through the substance of the inferior constrictor. Zenker visited the museums of Europe and got permission to dissect and examine specimens. He found they were all pharyngeal, not oesophageal. Mr. Davis has sbown the untenability of Haokermann's linear triangle myth; there is no weakening of the upper part of the gullet itself. I have looked for it in all the cases I have seen, but there was a hiatus between the two constrictor bundles of muscles in both operations. Dr. Grant asked why I did not obliterate the neck. It was for the reason that Halstead did so, and, as Mr. Davis said, he had a death. It is quite likely that that patient died from the sloughing at the ligatu'red site, and the supervention of coli infection, mediastinitis and pneumonia. As to whether the pouch was bound down by fascia, it was so in both the cases, and careful dissection was necessary, and I was glad to have a bougie in the pouch, so that I could dissect the fascia between the gullet and the pouch. I have read of many cases, and in some they separated easily: I mean the large ones, in which one tears the fascia readily when it is put on the stretch. But in these two cases there had been much binding down, and I felt nervous about the recurrent laryngeal nerve. I should never think of doing Mosher's operation, running the risk attendant on operating in the dark when an open method was available to me. At the smallest indication of the pouch filling I shall dissect it out, and ligaturing the neck, in view of what has been said about recurrence, I shall stitch the bundles of muscular fibres together, to see if that makes any difference. The tendency, in both operations, is towards recurrence. (December 7, 1917.) 
Case of Tuberculosis of the Larynx in a Female Patient;
Dyspncea and Regurgitation of Liquids during Drinking relieved by Intralaryngeal Operation.
By J. DUNDAS GRANT, M.D.
MRS. B., aged 31, had suffered from gradually increasing hoarseness for three years, and complete loss of voice for six months. She went -to the Sanatorium at Bournemouth in August of this year. While there she began to have difficulty and pain on swallowing, which first showed itself by a feeling of choking during drinking. Shortness of breath and difficulty in breathing developed later and about fourteen days after its development (on October 30) Dr. Davison, of Bournemouth, who sent her up to Brompton Hospital, reported that there were signs of pulmonary mischief. I found shiny infiltration of both aryepiglottic folds and ventricular bands, with nodular infiltration of the upper surface of the right vocal cord. There was a tuberculous deposit in the interarytaenoid space interfering with a closure of the vocal cords, producing inspiratory stridor and also regurgitation of liquids into the larynx during swallowing.
I removed a thick transverse piece of tissue from the interaryteenoid space. The breathing was then.easier. She was ordered anaesthesin powder for inhalation by means of a LeDuc's tube, and to drink fluids through an indiarubber tube.
On November 13, galvano-caustic puncture was made in the right ventricular band and vocal cord and in the left ventricular band, and on November 23 again in both ventricular bands.
